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SUMMARY

The Office of the Auditor General has completed the final in a series of three annual evalua-
tions of the Health Start Pilot Program. The evaluation was conducted pursuant to the pro-
visions of Laws 1994, Ninth S.S., Ch. 1, 89. This final evaluation report provides information
regarding the Program’s effectiveness.

The Health Start Pilot Program (Program) is a community-based program delivering health
education and referral services to women and their families through 12 providers at 13 sites.
The Program is administered by the Arizona Department of Health Services (ADHS)
through the Office of Women’s and Children’s Health. Health Start provides services
through lay health workers during visits to participants’ homes. The Program is designed to
target pregnant women at risk of poor birth outcomes (such as low birth weight) and can
serve families until the children are 4 years old.

The Program’s primary goals are to increase women’s access to prenatal care, reduce the
incidence of low birth weight babies, improve childhood immunization rates, reduce the
incidence of children affected by childhood diseases, provide information about nutrition,
preventive health care, and child development, and assist families in identifying programs
that prepare children for school.

Health Start Met Goals of Reducing
Incidence of Low Birth Weight Babies
and Improving Prenatal Care but
Some Birth Outcomes Show

No Improvement

(See pages 7 through 10)

Health Start appears to have achieved its primary statutory goals regarding prenatal care
and low birth weight babies. Health Start participants have a lower rate of having low birth
weight babies than is found for a comparison group of mothers. The rate of low birth weight
babies is only 4.8 percent for Health Start participants, compared to 6.3 percent for the com-
parison group and 6.8 percent for Arizona overall. The Health Start rate also meets the Pro-
gram goal of fewer than 5 percent of births being low birth weight babies.

Additionally, Health Start participants received adequate prenatal medical care more of-
ten than the comparison women and had fewer medical risk factors during their pregnan-
cies. However, Health Start participants did not have more positive outcomes than the



comparison group in other areas. For example, they did not have a lower rate of labor and
delivery complications, and their babies were placed into neonatal intensive care units at
rates similar to the comparison group.

Health Start Nutrition, Preventive

Health, Child Development, and Immunization
Efforts Produced Generally Good Results
(See pages 11 through 13)

Health Start shows generally positive results in key program efforts. While Health Start par-
ticipants were well informed about preventive health care, including immunization and nu-
trition, they still lack basic knowledge about some critical phases of child development.

Participants understand what constitutes a good diet and a healthy lifestyle during preg-
nancy and are aware of the benefits of breast-feeding. A significant majority of the Health
Start participants understood the importance of a good diet both during and after preg-
nancy and over two-thirds of participants reported breast-feeding for some period of time.
Those who breast-fed cited the baby’s health (98 percent) as the primary reason why they
did so and recognized increased bonding and convenience as other reasons (23 to 24 per-
cent). They were equally cognizant of the negative impacts of smoking, drinking, and
drug use (including “over the counter” medications). Additionally, 90 percent of all
Health Start children were immunized at a level appropriate to their age. The immuniza-
tion rates for Health Start children compare favorably to overall rates for county health
departments and community health centers in the same areas.

However, despite doing well with nutrition and breast-feeding issues, the Program did
not fare as well regarding child development. While program participants exhibited an
understanding of many child developmental areas, they did not have a good under-
standing of several key child developmental stages. A lack of accurate developmental
knowledge can prevent parents from knowing when to seek professional help regarding
their newborn. Lack of knowledge regarding the developmental phases can also create
frustration when a child’s behavior does not match a parent’s expectation. For example, if
parents are unaware a child cannot yet understand simple commands like “yes” or “no,”
parents could become overly frustrated when correcting the child.

Health Start Model and
Method of Service Delivery
Limit Program’s Impact
(See pages 15 through 20)

A variety of statutory and ADHS-determined program design factors along with service
delivery problems have limited Health Start’s impact. First, Program resources are shift-



ing from prenatal participants to family follow-up participants. While more prenatal par-
ticipants and family follow-up participants were served in 1996 than in 1995, the expand-
ing family follow-up population consumed a greater proportion of Health Start’s overall
efforts in 1997. Thus, the average number of prenatal encounters dropped. As the Program
increases its family follow-up services as a proportion of overall services, it reduces its
ability to lower birth problems in the communities served. In addition, most sites serve
only a small percentage of the pregnant women in their service area. While the prenatal
component may pay for itself in benefits returned, it is less likely that the family follow-up
component will have such benefits.

Second, the current model for delivering Health Start services is inefficient. Health Start
lay health workers average only two participant encounters a day and Health Start begins
prenatal services only after participants are pregnant, which is often too late for effective
preventive efforts. Most physical abnormalities in the fetus occur before most women
confirm their pregnancies and begin medical care, and before they enroll in Health Start.
Specifically, most structural abnormalities occur between the 17th and 56th day following
conception; however, most women in Health Start do not begin to receive medical care
until their third month of pregnancy. By this time neural tube disorders, fetal alcohol
syndrome, and a variety of other problems may have manifested. Finally, high turnover
among lay health workers makes it difficult to ensure continuous delivery of Health Start
services in some areas.

A variety of changes could be undertaken to improve the services Health Start provides.
First, the family follow-up period should be limited to two years or less to ensure the Pro-
gram’s focus remains on prenatal participants. Allowing contractors to use some group
classes in addition to home visits would increase the Program’s efficiency, resulting in
higher percentages of at-risk pregnant women being served. Additionally, improvements
are needed in outreach activities to address the problem of the Program beginning too late to
help with many adverse birth conditions. Health Start also needs mechanisms to keep the
Program serving its communities despite its staff turnover.

Statutory Evaluation
Components
(See pages 21 through 34)

As required by Laws 1994, Ninth S.S., Chapter 1, §9 this evaluation includes information
on a variety of issues, including the method for selecting eligible program participants,
estimation of the long-term savings for providing early intervention, and recommenda-
tions specific to program administration and expansion.

Health Start has failed to appropriately implement a screening method and as a result has
enrolled many women in the Program who do not appear to be most in need of the Pro-
gram’s services. As a result, Health Start is devoting its scarce resources to some women



who have little need for the Program. ADHS needs to refine the eligibility screening in-
strument and should use the instrument as intended.

An estimation of the long-term savings of providing early intervention services through
Health Start finds that, overall, the Program has a long-term net cost of $1,415,334 over the
first two years of program operation cost when prenatal and family follow-up components
are calculated together. However, the Program’s prenatal component has a net cost of
$420,183 when administrative costs are included and actually has a modest net cost sav-
ings of $53,226, when service delivery costs alone are considered. The overall net cost is
primarily attributable to the high costs of family follow-up services with few benefits from
this period that translate into long-term monetary savings.

Based on problems identified with the Program’s implementation and the estimation of
long-term savings, a reduction in the family follow-up period is warranted. The family
follow-up period appears to have some effects on increasing the likelihood that partici-
pants get their children immunized, but even these effects provide only limited dollar
benefits.

Consideration to expanding Health Start should be given only if improvements in service
delivery can be ensured. The Program needs to target services to participants likely to
benefit; must increase its efficiency through alternatives to service delivery, such as group
classes; and should improve contracting procedures to ensure that contractors are meeting
their service goals.
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INTRODUCTION AND BACKGROUND

The Office of the Auditor General has completed the final in a series of three annual evalua-
tions of the Health Start Pilot Program. The evaluation was conducted pursuant to the pro-
visions of Laws 1994, Ninth S.S., Ch. 1, 89. This final evaluation report provides information
regarding the Program’s effectiveness.

Need for the Program,
Its Goals and Services

Health Start was designed to increase the number of women who receive timely and ade-
guate prenatal care and to promote primary health care for families. Although it is impor-
tant for women to receive early prenatal care, statistics show that nearly 30 percent of Ari-
zona’s pregnant women do not receive prenatal care until after the first trimester, which, in
theory, is too late to correct many risky health conditions. In addition, the incidence of low
birth weight babies born in the State has not improved in over a decade, hovering between
6.5 percent and 6.8 percent for the last 7 years.

Health Start’s specific goals are to increase pregnant women’s access to prenatal care, re-
duce the incidence of low birth weight babies, improve childhood immunization rates,
reduce the incidence of children affected by childhood diseases, provide information about
nutrition, preventive health care, and child development, and assist families in identifying
programs that prepare children for school.

Health Start lay health workers strive to meet these goals by:

B Using outreach and networking techniques to identify and approach potential clients;

B Educating and assisting participants with accessing appropriate prenatal, child, and
family health care;

B Educating participants about proper nutrition and preventive health care behaviors;
B Encouraging child immunization and enrollment in early childhood education; and

B Assisting participants in applying for applicable community and public services, in-
cluding employment services.



Program Model

Today’s Health Start Pilot Program is a community-based program delivering health edu-
cation and referral services to women and their families through 12 providers in 13 sites.
There are 64 communities in 11 of Arizona’s 15 counties that Health Start targeted to re-
ceive program services. Over 5,200 women have been served by Health Start since early
1995. As of spring 1997 there were 1,452 active prenatal clients (502 inactive) and 2,040
active family follow-up participants (721 inactive) on the Health Start rolls. The Program is
administered by the Arizona Department of Health Services (ADHS) through the Office of
Women’s and Children’s Health (OWCH).

The program from which the Health Start Pilot Program was modeled has changed sig-
nificantly since its inception in 1988. The predecessor to today’s Health Start, Un Co-
mienzo Sano/Health Start, began serving Arizona communities in 1988 through a federal
Rural Health Outreach grant administered by Arizona State University. In 1993, the Pro-
gram was expanded when ADHS began to provide money, and it was expanded further in
1994 with the passage of the Arizona Children and Families Stability Act.

The following descriptions illustrate how Health Start has changed over the years.

B 1988 Model
Prenatal Only Focus
Un Comienzo Sano/Health Start began in 1988 in Yuma County, Arizona. It focused on
prenatal education through community classroom settings, referral for health care
needs, and participant advocacy for pregnant women. Women received one post-natal
visit, and little formal emphasis was placed on assisting the rest of the family.

® 1993 Model
Prenatal and Immunization Focus
Health Start expanded its scope in 1993 with financial support from the National Asso-
ciation for the Education of Young Children to include a two-year follow-up period for
Health Start infants and their siblings. The follow-up period included at least six home
visits by lay health workers in the first year of participant enrollment and focused on
the importance of immunization and preventive health care education.

B 1994 Model
Prenatal and Family Preventive Health
The 1994 legislation retained the lay health worker as the primary source for outreach
and delivery of services to pregnant women in the Health Start Pilot Program, but ex-
panded the Program’s scope to include:

1) Extending the family follow-up period from two to four years;



2) Using prescheduled home visits as the only legislatively specified means of service
delivery;

3) Educating families about the importance of early identification of developmental
abnormalities, use of hearing and vision screening examinations for children, and
preventive health care for the entire family;

4) Assisting families in identifying private and public school readiness programs; and

5) Promoting participant self-sufficiency, literacy, and community involvement.

B 1996 Model

Eligibility Criteria Inclusion

The 1996 legislation retained all of the 1994 model provisions and in addition required
ADHS to develop eligibility criteria for women seeking Health Start services. Previ-
ously, all pregnant women in a contractor’s service area were eligible for the Program.
As of October 1996, ADHS began using a 35-point screening tool based on behavioral,
physical, and social risk factors. Women who score above a designated level are eligible
for the Program.

Follow-up to Previous Reports

In the first year’s report (Auditor General Report No. 96-2), several problems with the
Health Start Pilot Program were identified.

B Efforts needed to coordinate with related program—In the first year, it was reported
that some sites might be overserving or enrolling participants who would be better
served by another program. In last year’s report (Auditor General Report No. 97-1), it
was noted that in response to legislation requiring a Health Start Program coordination
study, ADHS prepared a report. The report identified areas that were appropriate for co-
ordination with similar programs and noted that a coordination plan was in place.

Follow-up: Healthy Families, a home visitation and child abuse prevention program,
and Health Start planned to initiate a joint pilot screening effort effective January 1,
1998, for women living in areas served by both programs. Pregnant women were to
have been screened to determine if they should be served by Health Start or if they had
risks that would make them eligible for Healthy Families. If the mothers were found to
be eligible for Healthy Families, they would enter Healthy Families as prenatal partici-
pants and would not be served by Health Start. However, Healthy Families opted out
of the joint screening process because they no longer plan to provide prenatal services.



B Lack of individual eligibility criteria—In the first-year evaluation it was reported that
lack of eligibility criteria for the Program could result in Health Start serving families
who do not need services or who might be better served by another program. As a result
of these concerns about lack of eligibility criteria, the ADHS identified 35 factors relating
to behavioral, physical, and social risk to assess women'’s eligibility for the Program.

Follow-up: As of October 1996, the ADHS began using the screening tool. Women who
score above a designated level are eligible for the Program. However, as implemented
by ADHS, the screening tool excludes few if any women. From October 1, 1996,
through spring 1997, only one woman was deemed ineligible for program participa-
tion. See page 32 in the Statutory Evaluation Components for further discussion.

In the second annual report (Auditor General Report No. 97-1), additional problems were
identified.

B Family follow-up should be limited to two years—In last year’s report it was recom-
mended that the family follow-up period be reduced from four to a maximum of two
years.

Follow-up: As reported in Finding 111 (see pages 15 through 20), more participants are
moving into the family follow-up phase of the Program, and Health Start is less able to
give attention to women currently pregnant, thereby reducing its ability to lower birth
problems in the communities it serves. Again, it is recommended that the Legislature
should consider changing the language in A.R.S. 836-697(A) to allow the Program’s
family follow-up period to be reduced to a maximum of two years.

B Problems with the program model and implementation—Last year’s report identi-
fied the fact that the Program was not following the home visitation model.

Follow-up: As reported in Finding Il (see pages 15 through 20) in this year’s re-
port, the Program is now adhering to the home visitation model. The second report
on Health Start (Auditor General Report No. 97-1) found some providers were not
following the prescheduled home visitation model, making it difficult to assess its
effectiveness. This final report is able to assess this model and concludes the exten-
sive travel required of lay health workers and the low to moderate level of needs
found in almost three-fourths of the participants makes home visitation for most
participants inefficient and unnecessary. Therefore, it is recommended that the pro-
gram model be adapted to allow for more group encounters.



Evaluation Methodology
and Scope

The Arizona Children and Family Stability Act requires the Office of the Auditor General
to annually evaluate the results of the Health Start Pilot Program. The Act requires
evaluation of the Program’s effectiveness, its organizational structure and efficiency, level
and scope of service, the type and level of criteria used to establish eligibility for the Pro-
gram, and the number and characteristics of people receiving services from Health Start. A
multi-method approach was used in collecting and analyzing data for the evaluation.
Methods included observations, survey research, interviews, document review, and data
collection and analysis.

B Observations: Nineteen lay health worker home visits were observed to assess how
services were delivered, how lay health workers interacted with clients, and the extent to
which the lay health workers were implementing the Program as designed.

B Survey Research: Three hundred seven Health Start participants were surveyed to
measure their knowledge and understanding of health and nutrition.

B |Interviews: Staff from all of Health Start’s program providers were interviewed as part
of site visits designed to gather data on service delivery.

B Document reviews: Health Start participant files were examined to gather information
on service delivery. Additionally, literature on the prevention of low birth weight babies
was reviewed to examine the effectiveness of lay health worker programs.

B Data analysis was conducted on the following four data sources: 1) program par-
ticipant data provided by ADHS; 2) Ages and Stages Questionnaire data collected on 4-
month-old and 12-month-old Health Start children to measure their development; 3)
aggregated vital statistics from the ADHS; and 4) birth outcomes as reported in vital
statistics for Health Start participants who gave birth in 1995 or 1996 and for a matched
comparison group of women who also gave birth in 1995 or 1996.

The matched comparison group used for the analysis of the vital statistics was constructed
through a one-to-one match based on age, education level, marital status, ethnicity, and
town/community of residence. A non-Health Start woman was included in the comparison
group if she matched a Health Start participant with the same age, education level, marital
status, and ethnicity and lived in the same town/community (or in a nearby, similar com-
munity). Using ADHS vital statistics databases for births in 1995 and 1996, a computerized,
automated matching program identified non-Health Start women with identical demo-
graphics for comparison. This automated program found identical matches approximately
75 percent of the time. Most participants who were unmatched from the automated process
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were unique from other women who gave birth in their community in regards to age, edu-
cation, marital, and ethnic characteristics. In these instances the Auditor General staff hand-
matched Health Start to non-Health Start participants, finding women in nearby similar
communities with all other demographic characteristics identical. The only difference be-
tween the automated matches and the hand matches was the participant’s residence. This
created a set of non-Health Start participants with the same characteristics living in the same
or similar environments. A total of 1,839 Health Start records, which represents 90 percent of
the Health Start birth records, were matched with non-Health Start records in the Program’s
first two years of operation.

The first and second annual evaluations focused on the implementation of the Health Start
Pilot Program. This final evaluation focuses on the Program’s impacts. Specifically, the re-
port contains information regarding:

B Health Start’s impact on participants’ pregnancy and birth outcomes;

B Health Start’s impact on health and child development education and preventive medi-
cal care outcomes; and

B Problems with the efficiency of the home visitation model as prescribed by the legisla-
tion creating the Program and problems regarding the timing of outreach efforts.

In addition, as required by Laws 1994, Ninth S.S., Ch. 1, 89, recommendations regarding
program administration and program expansion are included in the Statutory Evaluation
Components.

The Auditor General and staff express appreciation to the Director of the Department of
Health Services, the Chief and staff of ADHS’ Office of Women and Children’s Health, and
the Health Start Pilot Program staff and program participants for their cooperation and
assistance during the three years of this Health Start Pilot Program Evaluation.



FINDING |

HEALTH START MET GOALS OF REDUCING
INCIDENCE OF LOW BIRTH WEIGHT BABIES
AND IMPROVING PRENATAL CARE BUT SOME
OTHER BIRTH OUTCOMES SHOW
NO IMPROVEMENT

Health Start has been successful in reducing the incidence of low birth weight babies among
women who delivered while in the Program. Additionally, Health Start participants had
fewer medical risks during their pregnancies and on average had more prenatal medical
visits than their non-Health Start counterparts. However, achieving these statutory goals has
not translated into benefits for other birth outcomes.

Background

Health Start’s first program goal is to reduce the percentage of low birth weight babies.! The
percentage of low birth weight babies born in Arizona has been consistent for the past three
years at 6.8 percent. The U.S. Department of Health and Human Services, the Arizona De-
partment of Health Services, and Health Start’s goal is to reduce this rate to 5 percent. The
Program also has the goal of increasing pregnant women'’s access to prenatal care.

Historically, low birth weight has been used as a predictor of long-term health outcomes.
Although low birth weight can be used to predict long-term health complications, not all
babies born with low birth weight have adverse health outcomes. Conversely, many babies
with adverse medical or delivery conditions do not have low birth weights. Consequently,
other birth outcomes, not included in the legislative language specific to the evaluation,
were also examined.

As part of this study, outcomes for Health Start participants have been compared to a
matched comparison group of non-Health Start women. Nine hundred and forty Health
Start births were matched to 940 non-Health Start women in 1995. In 1996, the total for each
was 899. To qualify for a match, non-Health Start women had to be the same age, education
level, marital status, and ethnicity, and had to live in the same town/community or a nearby
and similar town/community. Successful matches were found for 90 percent of the Health
Start population.

1 Less than 2,500 grams, or approximately 5.5 Ibs.



Women Who Participated in
Health Start Had More Favorable
Outcomes Than Were Found for
the Comparison Group

Analysis of prenatal and birth outcomes for Health Start participants and the comparison
group shows the Health Start participants have more favorable outcomes. Health Start par-
ticipants had a significantly lower rate of delivering low birth weight babies. Additionally,
Health Start participants experienced fewer medical risks and were less likely to receive
inadequate prenatal care (i.e., care beginning in the last trimester or no prenatal care at all)
than the comparison group.

Health Start participants had lower incidence of low birth weight babies than a compari-
son group or the statewide average—During its first two years of operation, Health Start
participants had fewer low birth weight babies than a comparison group of non-Health
Start mothers. While percentages varied between years for both groups, overall, Health
Start participants averaged 4.8 percent low birth weight births and the non-Health Start
group averaged 6.3 percent. The Health Start rate also compared favorably to Arizona’s
overall state average of 6.8 percent and meets the program goal of fewer than 5 percent of
births being low birth weight babies.

While these differences are statistically significant, they represent a brief period covering
only two years and may not remain consistent over time. To test this possibility, a trend
analysis was conducted, and the results suggested that the differences between the two
groups were likely to persist over time.

Health Start participants have fewer medical risk factors—Overall, Health Start partici-
pants had fewer identified medical risk factors than non-Health Start women and these
differences were statistically significant. Medical risk factors are defined as conditions that
need close medical attention, such as anemia, pregnancy-related diabetes, and pregnancy-
related hypertension. Women may not know these conditions exist, or they may have trou-
ble controlling them. Lay health workers help these women by getting them into needed
prenatal care, and by helping them implement proper diet, exercise, and preventive health
measures.

There was no difference between Health Start and the non-Health Start group regarding the
16 specific risk factor categories, such as diabetes, hypertension, uterine bleeding, and renal
diseases. What factors are contained in the “other” category is not known, yet this is where
the non-Health Start group outnumbers Health Start participants, producing the overall
difference between the groups. If the “other” category was eliminated, Health Start and the
non-Health Start women would have approximately the same number of medical risk fac-
tors.



More Health Start participants receive adequate prenatal medical care—Fewer Health
Start participants, as compared to women not in Health Start, began prenatal care in their
third trimester or had no prenatal care at all. Health Start had 8.6 percent of its participants
entering prenatal care in their third trimester and 1 percent had no prenatal care at all. The
non-Health Start comparison group had over 11 percent entering prenatal care in the third
trimester and 4 percent receiving no prenatal care at all. While these differences are small,
they account for 103 fewer women entering care late or receiving no care at all.

Even so, Health Start did not have 95 percent of its participants in early prenatal medical
care, which is the Program’s goal. In fact, program participants entered prenatal care in the
first trimester in proportions that nearly matched non-Health Start women. During its first
two years of operation, 62 percent of Health Start participants entered prenatal care in their
first trimester. The non-Health Start comparison group had 58 percent of its mothers enter-
ing prenatal care in their first trimester.

Both Health Start and non-Health Start mothers averaged more than five prenatal medical
visits, the number DHS considers adequate. However, although the differences are small,
Health Start participants received more prenatal medical visits than non-Health Start moth-
ers. In 1995, Health Start participants averaged 10.2 doctor visits while the matched group
averaged 9.5. These numbers were nearly identical in 1996 at 10.3 for Health Start and 9.5,
once again, for the matched group. Although these differences are small and may not illus-
trate any practical significance, they are statistically significant at the .001 level.

Other Birth Outcomes
Show No Benefit

Although Health Start met the statutory goal of reducing the rate of low birth weight babies,
this reduction has not translated into other positive birth outcomes. For example, Health
Start participants did not have lower rates of labor and delivery complications, and their
babies were placed into neonatal intensive care units at rates similar to the comparison
group. In addition, Health Start does not appear to benefit other birth outcomes, such as the
newborn not having an abnormal condition.

Health Start participants had same rate of labor and delivery complications—Despite
participants delivering fewer low birth weight babies, Health Start was unable to record
fewer births with labor and delivery complications. Nearly 30 percent of Health Start par-
ticipants had complications during labor and delivery, compared to 25 percent of non-
Health Start women. However, some complications cannot be avoided by participation in
Health Start, or by increased medical attention. These less-avoidable complications include
dysfunctional labor, breech or malpresentation births, and cephalopelvic disproportion
(baby is large, causing problems). Babies with other complications, such as fetal distress and
meconium aspiration, may or may not benefit from increased medical attention.



Health Start newborns as likely to be placed in intensive care—Health Start had 4.5 per-
cent of its newborns being placed in a neonatal intensive care unit (NICU) compared to 3.5
percent of the non-Health Start newborns in the comparison group. However, the percent-
age of babies entering NICU statewide is 5.7 percent. So, while Health Start participants did
not have fewer babies in NICU than the non-Health Start comparison group, they had a
lower percentage than the State as a whole.

Other birth outcomes show no differences—Additionally, there were no differences be-
tween Health Start and non-Health Start newborns in terms of premature births, or the
newborn having an abnormal condition. As with labor and delivery complications, in-
creased medical prenatal visits and reduced incidence of medical risk factors and low birth
weight would be expected to positively impact these outcomes. However, this is not the
case.

Recommendation

Because not all low-birth weight deliveries have adverse medical conditions, and because
many babies with adverse medical or delivery conditions do not have low birth weights, it
is recommended that:

B The Legislature consider using outcomes in addition to low birth weight to officially
measure the success of Health Start. Other outcomes that could be used for measuring
the success of Health Start’s prenatal component include a reduced need for care pro-
vided in neonatal intensive care units and reduced complications of labor and delivery.
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FINDING Il

HEALTH START NUTRITION, PREVENTIVE
HEALTH, CHILD DEVELOPMENT, AND
IMMUNIZATION EFFORTS PRODUCED

GENERALLY GOOD RESULTS

Health Start shows generally favorable results in two key program efforts. While Health
Start participants were well informed about preventive health care (including immuniza-
tions) and nutrition, they still lack basic knowledge concerning some critical phases of
child development.

Background

The Health Start Pilot Program’s primary statutory goals include providing information
about preventive health care, nutrition, and child development, and improving the rates of
childhood immunization.

A participant survey was conducted in the spring of 1997 to measure how well Health
Start participants understood issues relating to preventive health.! Program staff admin-
istered the survey to a randomly selected group of 484 participants across the State. A total
of 307 participants completed the interview. The interview survey included questions
concerning nutrition, breast-feeding, child development milestones, and other sources of
prenatal and referral information.

Participants Understand Nutrition
and Preventive Health Issues and
Put This Knowledge into Action

Health Start participants responded well to specific questions concerning nutrition,
smoking, drinking, drug usage, and breast-feeding. Health Start services emphasize the

1 Although the survey was conducted for evaluation purposes, it also provided an opportunity for pro-
gram staff to reinforce the participants’ knowledge and to provide additional information in areas where
the participants lacked knowledge. For example, if a participant’s response indicated a potential prob-
lem, as when participants felt it was OK to drink alcohol, smoke, or use drugs during pregnancy or
breast-feeding, lay health workers were instructed to revisit the issues after the survey was completed to
help correct dangerous situations.
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importance of a proper diet and the need for immunizations. As a result, a high rate of
Health Start participants breast-feed their babies and get them immunized.

Participants understand nutrition and breast-feeding issues—Participants understand
what constitutes a good diet and a healthy lifestyle during pregnancy and are aware of the
benefits of breast-feeding. A significant majority, over 90 percent of the Health Start par-
ticipants surveyed, understood the importance of a good diet both during and after preg-
nancy. They were equally cognizant of the negative impacts of smoking, drinking, and
drug use (including “over the counter’” medications). Additionally, over 95 percent of the
participants recognized the nutritional and health benefits of breast-feeding over bottle
feeding.

Health Start is a major source of health, nutrition, and immunization information—
Thirty-five to 81 percent of the time, participants reported Health Start as their only source
of important health, nutrition, or social services information. Doctors, medical clinics, and
the WIC program were cited as other sources of nutrition, breast-feeding, and child
development information. These responses indicate that Health Start is the primary source
of health, nutrition, and social service information for its participants. Additionally, lay
health workers reinforce the importance of immunizations at each participant encounter
and are directed to examine the immunization records of each child in households served.
If participants have difficulty getting their children immunized, the lay health worker will
direct them to county health clinics or other sources of free or low-cost shots.

Good nutritional behaviors put into action—Almost all of the Health Start participants
recognized the benefits of breast-feeding and over two-thirds of all women surveyed re-
ported breast-feeding for some period of time. Of those who breast-fed, 98 percent cited
the baby’s health as the reason for doing so. Other reasons for breast-feeding included
bonding, 23 percent; and convenience, 24 percent.

Immunization efforts working—Ninety percent of all Health Start children were immu-
nized appropriately for their age. The rates for Health Start children compare favorably to
children served by county health departments and community health centers in the same
areas. These facilities had immunization rates of 64 percent and 75 percent, respectively.
Health Start’s immunization efforts should be instrumental in ensuring that 90 percent of
Health Start children are adequately protected against the serious childhood diseases for
which vaccinations are available.

Program Needs to Devote More
Time to Child Development Issues

Despite doing well on nutrition and breast-feeding questions, participants did not fare
well with 4 of 14 important questions concerning child development, another important
goal of Health Start. Just over one-fourth of all respondents (27.1 percent) knew the proper
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time to begin toilet training and less than one-third knew when babies should begin hear-
ing and responding to sound. Barely half (54.5 percent) knew when babies began making
simple sounds or when they can begin understanding simple commands. These low re-
sponse rates indicate areas where more education is needed.

Lack of accurate developmental knowledge can prevent parents from knowing when to
seek professional help regarding their newborn. Lack of knowledge regarding the devel-
opmental phases can also create frustration when a child’s behavior does not match a par-
ent’s expectation. For example, if a child cannot yet understand simple commands like
“yes” or “no,” parents could become overly frustrated when correcting the child.

Health Start adopts method to address the situation—Health Start has recently adopted
the Ages and Stages Questionnaire (ASQ). The ASQ is one tool that can help parents better
understand child development so they know when to seek professional help regarding
toilet training, walking, and other developmental milestones. The ASQ tool takes just a
few minutes to complete. It is a parent-completed, child monitoring system that can be
administered until the child turns four. It addresses five areas of child development: 1)
communication, 2) gross motor, 3) fine motor, 4) problem solving, and 5) personal-social
skills.

Participants Believe
Program Is Beneficial

Overall, the participants surveyed rated the Program as very helpful. Two-thirds of re-
spondents gave Health Start a rating of 10 on a scale of 1 to 10, and 88 percent rated it be-
tween 8 and 10. These responses show overwhelming support for the Health Start Pro-
gram among participants responding to the survey conducted in the spring of 1997.

Recommendations

1. The Department of Health Services should continue to provide participants with
education about nutrition and preventive health.

2. The Department of Health Services should require the Ages and Stages Questionnaire,

or a similar assessment, to be regularly used at family follow-up encounters to help
parents better understand their child’s development.

13



(This Page Intentionally Left Blank)

14



FINDING I

HEALTH START MODEL AND METHOD
OF SERVICE DELIVERY LIMIT
PROGRAM'S IMPACT

A variety of statutory and ADHS-determined program design factors along with service
delivery problems have limited the Program’s impact. Program resources are shifting
from the prenatal component to the family follow-up period. In addition, the home visita-
tion model is proving to be an inefficient method of providing services to participants
with moderate needs. Finally, the Program suffers from operational problems. However,
there are a number of steps that can be taken to improve service delivery and better meet
participants’ needs.

Background

There are several key elements of the Health Start Model and method of service delivery
that have been defined by statute:

B Services are to be delivered through prescheduled home visits;

B Services are to be delivered until the child is age four; and

B Services a